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Abstract
Aim and background The role of the perceived social support
in prevention of depression in adolescence still remains an
insufficiently explored problem. By integrating the results of
the previous studies of moderator role of perceived social sup-
port between negative life events and depression in adolescence
we set up two goals. One is to determine whether perceived
social support has moderator role in the sample consisted of
clinical, subclinical, and control respondents. Another goal is to
identify in which group the interaction effect is significant, i.e.
the perceived social support acts as moderator.
Methods The sample consisted of 412 adolescents (61.7%
female and 38.3% male) aged 13–17 years (mean = 15.70,
SD = 1.22). We applied: Data sheet for all respondents; Mini
International Neuropsychiatric Interview; Multidimensional
Scale of Perceived Social Support; Adolescent Life Events
Questionnaire; Centre for Epidemiological Depression Scale.
Results We have shown that the association between levels of
depressive symptoms and negative life events changes as the
value of the moderator variable perceived social support
changes. The finding that the moderating interaction effect
was significant only in the subclinical group is particularly
interesting.
Conclusions Taking into account that perceived social sup-
port moderates the association between negative stress events
and levels of depression, we can propose a model for the
prevention of depression, which will include perceived social
support. However, future research with longitudinal design is
required to verify the results.
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Background
Psychosocial risk factors for depression
Social support and negative life events (stressors)
Social support is an important variable that affects depressive
symptomatology. A large number of studies show that depressed
people have significant pervasive psychosocial difficulties.
Specifically, higher levels of depressive symptoms are associated
with lower levels of social support [1]. Perceived social support
refers to the quality of emotional support provided by others.
Research also suggests that rates of perceived social support
are significantly associated with measures of reduced stress and
psychological distress, as well as with improved measures of
well-being [2, 3]. Yet, studies of social support in adolescents
are mainly focused on the support of their families, and only a
small number of studies examine the social support of peers [4].
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Therefore, our study includes perceived social support from the
family, friends, and significant others.
The review of literature and research has shown that social
support (especially as perceived by adolescents) has been
studied not only as a separate psychosocial risk factor for
depression, but also as a factor that moderates the association
between life events and depression, i.e. as a moderator vari-
able, as it is treated in this study. One of them is the buffering
model because it posits that support Bbuffers^ (protects) per-
sons from the potentially pathogenic influence of stressful
events [5]. The idea that perceived social support protects
against negative effects of stress and promotes psychological
well-being has been supported by many recent studies [6–8].
Studies have confirmed the role of social support as a Bbuffer^
between the negative stressful life events and depression, or
that it is the Bbuffer^ of undesirable effects of stress [9–12].
This is the reason why we are proposing to examine the jus-
tification for extending the model of cognitive vulnerability by
introducing perceived social support, thus opening new ques-
tions about possibilities and needs for shifting towards an
integrative approach to etiological models and new possibili-
ties in research and applications in practice.
The conceptualization that stressful negative events have a
significant impact on the development of symptoms of depres-
sion is common for all theories of cognitive vulnerability [13]. It
has been found that the presence of negative life events is a
reliable risk factor for the development of depressive symptoms
in both sexes equally [14]. In adolescence, girls are exposed to a
higher risk of developing symptoms of depression because it is
assumed that they experience more negative life events (espe-
cially in interpersonal domains) and are more sensitive to stress-
ful events, such as, for example, conflicts with peers [15, 16].
According to Calloway [13], cognitive vulnerability factors
interact with negative life events, as predictors of elevated
depressive symptoms in children (age 6–9 years) and in early
adolescence (age 10–14 years). According to Hankin [17], if
cognitive vulnerability factors continue to function in the pres-
ence of negative life events during adolescence, they remain
cognitive risk factors for the development of depressive epi-
sodes later in adulthood. It is important to note that stressors
and negative life events themselves, without the presence of
cognitive vulnerability, are not strong predictors for depres-
sion in adolescence. Taking into account the diversity of neg-
ative life events, this study includes negative life events from
the four domains relevant to adolescents: a) family and par-
ents; b) romantic relationships; c) school and classes; and d)
friends and social activities.
The perceived social support in models of cognitive
vulnerability to depression
Models of cognitive vulnerability to depression in adolescence
have been at the front position in research activities in the
world. They define vulnerability as an internal and stable char-
acteristic of an individual that predisposes a person to develop
depression as a reaction to negative life events. It is important to
emphasize that cognitive models are basically diathesis-stress
models. The basic thesis is that depression stems from the in-
teraction between cognitive vulnerability of a person (diathesis)
and certain environmental conditions (stress), which serve as a
trigger to activate this diathesis [18–20].
Whether subclinical depression is a clinically relevant con-
dition and subclinically depressive adolescents are a risky and
vulnerable group is still an insufficiently explored subject that
arouses great interest. Subclinical depression is a condition in
which a person has depressive symptoms, but does not meet the
criteria for a depressive disorder [21]. Avenoli and associates
[22] cite research and make comparisons between children and
adolescents with subclinical and clinical major depression, in-
dicating that a large percentage of children and adolescents with
subclinical depressive symptoms show almost as many or more
symptoms of depression compared with those with major de-
pression, as well as the need for assistance and treatment.
From clinical point of view, subclinical depression is im-
portant for two reasons. First, subclinical depression is often a
non-validating condition with significant psychological diffi-
culties and need for treatment. The aim of the treatment is to
reduce depressive symptoms and improve the quality of life.
The second reason why subclinical depression is important
from clinical point of view is the increased risk of developing
major depression. Because of the increased risk of developing
major depression in individuals with subclinical depression,
the goal of interventions in subclinical depression is preven-
tion of the occurrence of major depression. Although psycho-
logical treatment is effective [21], prevention is even more
preferable.
In our opinion, one of the limitations of the models of
cognitive vulnerability to depression is neglecting the impor-
tance of psychosocial factors, especially the perceived social
support among adolescents. There is referent research in the
world that tried to accentuate the importance of social envi-
ronment in adolescence and its connection with depression
[see 8]. The question of the moderating role of perceived
social support in models of cognitive vulnerability to depres-
sion remains open, as well as the question what its role in the
clinical, subclinical and control group of adolescents is.
Perceived social support should be a part of the clinical eval-
uation of adolescents suffering from subclinical and clinical
depression and a part of planning preventive and intervention
strategies.
What do we actually expect to achieve with the proposed
model for prevention of depression? The main hypothesis is
that if it is shown that perceived social support moderates the
relationship between negative stress events and levels of de-
pression, then we can propose a model for the prevention of
depression, which will include perceived social support.
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To date, researchers who have studied the effects of pre-
ventive interventions on depression, during the period of ad-
olescence, generally have based their prevention strategies on
cognitive-behavioral and/or interpersonal approaches [23].
Based on these approaches, we are proposing the model which
focuses on the improvement of the perceived social support of
adolescents who are at high risk of developing symptoms of
depression. This may be done by promoting possibilities for
supportive relationships and enhancing one’s capability to use
one’s relationships as sources of social support. It is also im-
portant to change unhelpful cognitions of depressed adoles-
cents and their overgeneralizing, which leads to the conclu-
sion that all social others would be unsupportive in their ex-
pectations of a more optimistic future. The crucial factor for
alleviating depression in times of high stress is the experience
that someone, at least the psychotherapist, counselor, or teach-
er, as a significant other, shows concern about them.
Current study
Method and material
Starting from the literature and research, we have proposed a
perceived social support (MPSS) as a moderator variable for
which we expect to moderate the correlation between negative
life events (ALEQ) and the level of depressive symptoms
(CES-D), i.e. as a variable that defines the conditions under
which the predictor variable of negative life events (ALEQ) is
associated with the outcomes of the criterion variable (level of
depressive symptoms).
Participants
This study is a cross-sequential, correlational study. In a 3-
year period, from January 2013 to January 2016, the main
research was conducted in psychiatric clinics and primary
and secondary schools in three main towns from three
sociodemograhic regions in Macedonia (Skopje, Stip,
Bitola) in order to make the sample as representative as pos-
sible. Three groups were formed: a clinical group, a subclin-
ical group and a control group. All respondents in the sample
were adolescents between the ages of 13 to 17 years. We used
matching as a statistical technique taking into account age,
sex, and sociodemographic region.
In order to satisfy the prerequisites for the statistical analy-
sis, the clinical sample was planned to consist of 150 adoles-
cents, from psychiatric wards and centers for mental health for
children and adolescents from three clinics in Macedonia, 50
in each of the following centers: Stip, Skopje, and Bitola.
However, only the data for 139 adolescents were taken into
account in the final clinical sample. The criterion for inclusion
was the fulfillment of the diagnostic criteria of DSM-IV-TR/
DSM-V [24, 25] for unipolar depression without psychotic
features (Major Depressive Disorder, MDD). The instruments
were given at admission to hospital to avoid the moderation
effect of pharmacotherapy on the results.
The subclinical sample consisted of 133 respondents. It was
formed from the initial sample of 720 adolescents from primary
and secondary schools from the three sociodemographic re-
gions: Stip, Skopje, and Bitola. The respondents from subclin-
ical sample had the cutoff score for subclinical depression on
the Centre for Epidemiological Depression Scale [26] over 16
and did not fulfill the criteria of the Mini International
Neuropsychiatric Interview-Kid (M.I.N.I. -Kid) interview for
major depression [27].
The control sample consisted of 140 respondents. It was
formed from the remaining adolescents in the initial sample of
720 adolescents - those who had low scores on the Centre for
Epidemiological Depression Scale below the cut-off score for
subclinical depression, and did not fulfill the criteria of the
M.I.N.I. -Kid interview for major depression. The exclusion
criteria were: the presence of organic and psychotic disorders;
somatic diseases; and IQ below 75.
The final sample consisted of: the clinical group 139
(33.7%) respondents, the subclinical group, 133 (32.3%) re-
spondents, and 140 (34.0%) respondents in the control group.
The average age of the entire sample was mean = 15.70,
SD = 1.22. The representation of female adolescents in the
total sample was slightly higher than that of male respondents
(61.7% vs. 38.3%).
Instruments
The instruments that we used were translated into Macedonian.
During translation, proofreaders of English and Macedonian
language were consulted, and the method of double translation
(back-translation) was applied.
Perceived social support was operationalized through The
Multidimensional Scale of Perceived Social Support, MPSS
[28]. This instrument is a 12-item self-descriptive scale de-
signed to measure perceived social support of adolescents in
three domains: family, friends, and significant others. It has
three subscales, each consisting of four items that measure the
three previously mentioned types of social support.
Respondents need to circle the number that corresponds to
their perception of social support. Statements are assessed on
a seven-point scale (from 1- I completely agree to 7- I strongly
disagree). The total score is obtained by summing and divid-
ing by 12. The four items that make up each subscale are
summed and divided into four. Thus, the total score and the
subscale scores range from 1–7. Higher scores signify a great-
er level of perceived social support. The overall score in our
study is marked with MPSS-total score of perceived social
support. This scale showed good internal consistency [29].
The Multidimensional Scale of Perceived Social Support
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showed good internal consistency, α = .90, on the
Macedonian sample, based on a conducted pilot survey.
Negative life events (stressors) are best conceptualized
along a continuum with some negative events that are more
important than others (for example, death of parents; divorce
of parents; low school achievement). They are operationalized
through the Adolescent Life Events Questionnaire, ALEQ
[18]. This questionnaire is a self-descriptive measure, a check-
list, which measures a broad repertoire of negative life events
that typically occur among adolescents (average age of 13–18
years). Negative life events are classified into four domains
relevant to adolescents: a) family and parents, b) romantic
relationships, c) schools and classes, and d) friends and social
activities. Respondents were asked to read each event and to
mark Byes^ next to the event if it really happened to the re-
spondent in the last 3 months. Overall scores are calculated by
summing the answer is Byes^ in every domain. Overall score
in our study is marked with ALEQ - overall score of negative
life events (stressors). Internal consistency is α = .94. Test-
retest reliability for 2 weeks is r = .65 [18]. According to the
pilot study conducted on the Macedonian sample, good mea-
sures of internal consistency are confirmed (α = .89).
The presence and level of depressive symptoms are opera-
tionalized through Centre for Epidemiological Depression
Scale, CES-D [26]. Total score of 16 or higher is considered
depressed. The CES-D is a 20-item instrument developed by
NIMH, Radloff [26], to detect major or clinical depression in
adolescents and adults in community samples. The CES-D
includes 20 items comprising 6 scales reflecting major facets
of depression: depressed mood, feelings of guilt and worth-
lessness, feelings of helplessness and hopelessness, psycho-
motor retardation, loss of appetite, and sleep disturbance. The
questions are easy to answer and cover most of the areas
included in the diagnostic criteria for depression. Scores range
from 0 to 60, with depressive symptomatology indicated at a
cutoff of 16 or above, as we used in this research as well.
The CES-D has been shown to be a good reliable measure
for assessing the number, types, and duration of depressive
symptoms with high internal consistency [26]. According to
the pilot study conducted on the Macedonian sample, good
measures of internal consistency are confirmed (α = .85). We
also applied: Data sheet for all respondents;Mini International
Neuropsychiatric Interview, M.I.N.I-Kid screen interview/
DSM-IV-TR [27].
The procedure of the research
After receiving the approval of the institutional ethics com-
mittee, the research was conducted in accordance with the
ethical procedures and codes of psychological research, in
clinics and schools in the three main centers of
sociodemographic regions in the Republic of Macedonia
(Stip, Eastern region; Skopje, Central Region; Bitola,
Western Region). According to the ethical procedure, all par-
ticipants agreed to be involved in the research with guaranteed
anonymity and signed informed consents.
Results
Analysis of the results of the whole sample
Table 1 shows arithmetic means and standard score deviations
of all variables used in the study, as well as the size of the
whole sample.
By using the hierarchical multiple regression analysis, we
tested two models: the possibility of predicting level of de-
pressive symptoms (CES-D) through negative life events
(ALEQ) and perceived social support (MPSS), which was
hypothesized in the first model, and the possibility of
predicting the level of depressive symptoms (CES-D) through
interaction of negative life events and perceived social sup-
port, which was hypothesized in the secondmodel. In this way
information can be obtained on whether there is a moderation
of some of the listed predictors on the other predictors’ asso-
ciations with level of depressive symptoms. Hierarchical mul-
tiple regression is used to measure the effects of the moderator
variable. To test moderation, we had to look specifically for an
interaction effect between negative life events and perceived
social support and whether such effect is significant in
predicting level of depressive symptoms.
From the Table 2 we can see that both effects in both
models, R2 =.825 and R2 =.924, and the model as a whole
are statistically significant (p < .001), which is a very high
effect. The analysis has shown that it is possible to significant-
ly predict the score of CES-D with ALEQ and MPSS with
82.5% accuracy (R2 = .825, p < .001). Adding their interac-
tions into the model increases overall prediction to 92.4%; R2
=.924 accuracy which is very high effect (p < .001). Prediction
increase is thus 10% (R 2 change = .100; p < .001) and is
statistically significant. So, with the inclusion of the interac-
tion effect in the model and with checking whether such in-
teraction is actually significant, the variance of the criteria of
depression can be explained better than before.
The Table 3 gives us the details from which we can see that
F = 964.132 for the first model and F = 1676.916 are statisti-
cally significant, p < .001. This confirms our expectations that
Table 1 Descriptive statistics
M SD N
CES-D 26.599 18.690 412
ALEQ 37.388 15.412 412
MPSS 3.628 1.842 412
ALEQ_MPSS_interaction 108.478 23.978 412
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the first and second model predict the scores on CES-D on a
statistically significant level.
Based on Table 4, we can see that MPSS stands out as a
significant predictor in the first model (β = −.840, t = −11.377,
p < .001, high score on MPSS leads to a lower score on the
CES-D), and in the secondmodel ALEQ stands out (β = .754,
t = 13.333, p < .001, high score on ALEQ leads to a higher
score on the CES-D) and the interaction ALEQ and MPSS
(β = −.384, t = −23.318, p < . 001, high interaction of ALEQ
and MPSS leads to a lower score on CES-D). The fact is that
in the first model MPSS is significant and that in the second it
is not, but the interaction ofMPSSwith ALEQ argues in favor
of the statement that MPSS moderates the interaction of
ALEQ with CES-D with level of depressive symptoms.
So, we can see that the correlation between level of depres-
sive symptoms and negative life events changes as the value
of the moderator variable perceived social support changes,
and this confirms that perceived social support is a moderator
variable and that it moderates the association between nega-
tive life events and level of depressive symptoms.
Analysis of the results within each subgroup of the sample
separately
In order to answer the second research question, in which of
the examined subgroups of the sample the perceived social
support is a moderator variable and whether it moderates
the association between negative life events and level of
depressive symptoms, we conducted the same procedure of
hierarchical multiple regression analysis for each subgroup
separately.
Table 5 shows the significance of prediction coefficients of
the level of depression in the two models, through negative
life events, perceived social support, and their interactions.
Here follows the analysis of results by groups.
Based on standardized regression coefficients (β), the anal-
ysis in the clinical group has shown that significant predictors
in the first model are: MPSS (β = −.529, t = −8.123, p < .001,
a low score on MPSS leads to a higher score on CES-D) and
ALEQ (β = .378, t = 5.803, p < .001, a high score on ALEQ
leads to a higher score on CES-D). Based on the regression
coefficients (β), we can conclude that there are no major dif-
ferences and changes in MPSS in the second model
(β = −.528, t = −8.096, p < .001, a low score on MPSS leads
to a higher score on CES-D) and ALEQ (β = .368, t = 5.529,
p < .001, a high score on ALEQ leads to a higher score on
CES-D). An interesting fact is that the interaction between
ALEQ and MPSS in the clinical group is not significant.
In the subclinical group, the significant predictors in the first
model are: MPSS (β = −.529, t = −8.341, p < .001, a low score
on the MPSS leads to a higher score on CES-D) and ALEQ
(β = .444, t = 6.999, p < .001, a high score on ALEQ leads to a
higher score on CES-D). In the second model, there is no great
difference in the size of beta for both predictors MPSS
(β = −.563, t = −8.755, p < .001, a low score on the MPSS
leads to a higher score on CES-D) and ALEQ (β = .424,
t = 6.723, p < .001, a high score on ALEQ leads to a higher
score on CES-D). An interesting finding is that only in the
subclinical group the interaction between negative life events
and perceived social support proved to be significant
(ALEQ_MPSS_interaction, β = −.145, t = −2.228, p < .05).
Furthermore, we notice that the beta for ALEQ in the subclin-
ical group is the greatest compared with the clinical and control
group in both models. The same applies to the size of the beta
for MPSS for the subclinical group compared with the clinical
and control group.
In the control group, the predictors ALEQ and MPSS are
significant, but judging by the sizes of the beta, the sizes of
beta are still the lowest compared with the clinical and sub-
clinical group. Below is an overview of the sizes of the beta. In
the first model, for the predictor MPSS,β = −.441, t = −6.272,
Table 3 ANOVA - Significance of prediction
Model Sum of Squares df Mean Square F p
1 Regression 118445.659 2 59222.830 964.132 .000
Residual 25123.260 409 61.426
Total 143568.920 411
2 Regression 132798.775 3 44266.258 1676.916 .000
Residual 10770.145 408 26.397
Total 143568.920 411
Significant at the p < .001 level
a. Predictors: (Constant), MPSS, ALEQ
b. Predictors: (Constant), MPSS, ALEQ, ALEQ_MPSS_interaction
c. Dependent Variable: CES-D
Table 2 Significance of
the change of prediction Model R R
2 Adjusted R2 Std. Error of
the estimate
Change statistics
R2 Change F Change df1 df2 Sig. F Change
1 .908a .825 .824 7.837 .825 964.132 2 409 .000
2 .962b .925 .924 5.137 .100 543.732 1 408 .000
a Predictors: (Constant), MPSS, ALEQ
b Predictors: (Constant), MPSS, ALEQ, ALEQ_MPSS_interaction
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p < .001 (a low score on MPSS leads to a higher score on
CES-D) and for the ALEQ, β = .358, t = 5.086, p < .001 (a
high score on ALEQ leads to a higher score on CES-D). In the
other model, for the predictor MPSS, β = −.437, t = −6.189,
p < .001 (a low score on MPSS leads to a higher score on
CES-D) and for the ALEQ, β = .357, t = 5.070, p < .001 (a
high score on ALEQ leads to a higher score on CES-D).
This finding confirms that MPSS is the moderator variable
and that the perceived social support moderates the associa-
tion between negative life events and level of depression
symptoms. So, we can see that only in the subclinical group
the association between negative life events, ALEQ, and
levels of depression, CES-D changes with the changes of the
values of the moderator variables of perceived social support,
MPSS.
Discussion
The results have shown that the correlation between levels of
depressive symptoms and negative life events changes as the
value of the perceived social support changes. Therefore, we
can conclude that the perceived social support is a significant
predictor and moderator variable, which functions as a Bstress
buffer^ variable between negative stressful life events and the
level of depressive symptoms. A more thorough analysis re-
vealed that the moderating interaction effect between negative
life events and perceived social support was significant only in
the subclinical group. This finding is particularly important
because of its various implications for prediction and targeted
prevention. In order to be precise, firstly we shall discuss the
analysis of the results of the whole sample, and secondly the
Table 5 The significance of
regression coefficients of
prediction level of depressive
symptoms (CES-D) in both
models, through negative life
events (ALEQ), perceived social
support (MPSS) and their
interactions
Group Model Beta t p r Pr
Clinical 1 ALEQ .378 5.803 .000 .378 .445
MPSS −.529 −8.123 .000 −.529 −.572
2 ALEQ .368 5.529 .000 .378 .430
MPSS −.528 −8.096 .000 −.529 −.572
ALEQ_MPSS_interaction −.050 −.758 .450 −.132 −.065
Subclinical 1 ALEQ .444 6.999 .000 .444 .523
MPSS −.529 −8.341 .000 −.529 −.590
2 ALEQ .424 6.723 .000 .444 .509
MPSS −.563 −8.755 .000 −.529 −.610
ALEQ_MPSS_ interaction −.145 −2.228 .028 −.069 −.193
Control 1 ALEQ .358 5.086 .000 .358 .399
MPSS −.441 −6.272 .000 −.441 −.472
2 ALEQ .357 5.070 .000 .358 .399
MPSS −.437 −6.189 .000 −.441 −.469
ALEQ_MPSS_ interaction −.062 −.879 .381 −.098 −.075
Significant predictors are marked in bold and significant at the p < .001 level. Only ALEQ_MPSS_ interaction in
subclinical group is significant at the level p < .05
Table 4 Significance of regression coefficients
Model t p Correlations
B Std. Error Beta Zero-order Partial Part
1 (Constant) 54.276 6.015 9.024 .000
ALEQ .087 .089 .071 .967 .334 .877 .048 .020
MPSS −8.520 .749 −.840 −11.377 .000 −.908 −.490 −.235
2 (Constant) 27.843 4.103 6.786 .000
ALEQ .914 .069 .754 13.333 .000 .877 .551 .181
MPSS −.816 .592 −.080 −1.380 .168 −.908 −.068 −.019
ALEQ_MPSS_interaction −.299 .013 −.384 −23.318 .000 −.496 −.756 −.316
a. Dependent Variable: CES-D
Significant predictors are marked in bold and shown in the regression coefficients table
Significant at the p < .001 level
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analysis of the results within each subgroup of the sample
separately.
Using hierarchical multiple regression analysis on the
whole sample we tested two models: that it is possible to
predict the level of depressive symptoms through negative life
events and perceived social support, and that it is possible to
predict the level of depressive symptoms through the interac-
tion between negative life events and perceived social support.
The analysis showed that both effects in both of the men-
tioned models and the model as a whole are statistically sig-
nificant and that it is possible to significantly predict the level
of depressive symptoms by means of negative life events and
perceived social support with 82.5%. Adding their interac-
tions into the model increases total prediction to 92.4% accu-
racy, which is a very high effect. The increase of prediction is
therefore 10% and is statistically significant. So, with the in-
clusion of the interaction effects in the model, and checking
whether such interaction is actually significant, the variance of
depression criteria can be explained better than before.
Based on regression coefficients we have seen that in the
first model the perceived social support stands out as a signif-
icant predictor, i.e. a highly perceived social support leads to a
low level of depressive symptoms. In the second model, neg-
ative life events stand out, i.e. more negative life events lead to
a higher level of depressive symptoms and higher interaction
of negative life events and perceived social support leads to a
low level of depressive symptoms. To our knowledge, there
have been no other similar studies conducted so far, so these
results are important and worth further exploring.
What do these results further mean? The fact that in the first
model perceived social support is significant, but in the second
model it is not, but the interaction of perceived social support
with negative life events is significant, argues in favor of the
fact that the perceived social support moderates the associa-
tion of negative life events with the level of depressive symp-
toms. These findings are consistent with the determination of
social support as a Bstress buffer^ variable. The determination
of social support as a Bstress buffer^ suggests that social sup-
port provides an individual with protection against potential
stress events. It helps an individual to reduce the amount of the
experienced stress and to deal better with stress in life situa-
tions [8]. Long ago, Cohen and Willis [5] stressed that social
support can play a role from two different aspects of the causal
chain, linking stress with the effects of stress on an individual
and at the same time suggesting that support can intervene
between stressful events and stress reactions with preventing
the estimate of stress reaction. In other words, it is possible
that individuals do not experience the potential threat as stress,
as a result of the belief that they have adequate resources by
which they would be able to withdraw and protect themselves
from the threat.
Furthermore, a more thorough analysis determined that on-
ly in the subclinical group the association between negative
life events and level of depressive symptoms changes with the
changes of the values of the perceived social support. This
finding is particularly interesting and worth future studying
because we have not met the research that explores this prob-
lem so far. It has many implications for the creation of specific
prevention programs that would target members of a subgroup
who are at higher risk for disorder.
Conclusions
It can be concluded that we have shown that the association
between negative life events and the level of depressive symp-
toms changes with the change of perceived social support
values. This confirms our expectations that perceived social
support is a moderator variable and that it moderates the
association between negative life events and the level of de-
pressive symptoms. The findings are in line with the determi-
nation of social support as a Bstress buffer^ variable, which
further suggests that perceived social support in adolescence
provides protection against potential stressful events.
Furthermore, from a therapeutic point of view, our results
suggest that the inclusion of perceived social support as a
psycho-social variable in cognitive-behavioral etiological
models of depression is justified. We find that the results re-
lating to the subclinical group are of particular importance as
they offer the first evidence of the moderating role of per-
ceived social support between negative life events and levels
of symptoms of depression. To our knowledge, no empirical
research exists addressing question of implications of moder-
ator role of perceived social support in group with subclinical
depression. This makes our findings of great importance.
The results obtained will give a contribution to the overall
scientific knowledge in the prediction and identification of
high-risk, vulnerable subclinical group for depression, which
will enable the creation of a specific model for early predic-
tion, diagnosis and rational treatment, and thus a better long-
term prognosis and improvement in the quality of adolescents’
lives, which gives practical meaning to this paper.
The greatest value of the results is their implication for
creating a model for the prevention of depression in adoles-
cence. Support from psychotherapists or counselors is essen-
tial for the therapy to be successful, but involving support
from family members, peers or significant other in the course
of preventive interventions will further facilitate improve-
ment. On the other hand, subjective appraisals of whether
family, friends, or significant others will provide help are
based largely on adolescents’ assessments of the quality of
their social relations. Therefore, prevention programs such
as interpersonal communication and social skills training are
as important as therapeutic treatments. The value of such pre-
vention programs in enhancing the quality of social relations
should not be ignored and underestimated.
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This study has some limitations. The study is a correlation-
al, cross-sectional study. For introducing dynamism in the
research itself, which is not enabled with this model of trans-
actional design, we suggest inclusion of longitudinal dynamic
dimensions as implications for further research that allow rig-
orous testing. In addition to the self-reporting measures of
cognitive vulnerability and depression and quantitative data,
we should add the interview and the reports from parents and
teachers, as well as the qualitative data analysis.
Expert recommendation
It is evident that a paradigm shift is needed to move from
Breactive^ to Bpredictive, preventive, and personalized
medicine^ as a new philosophy, promoting an integrated ap-
proach combining advantages of individual bio/medical fields
and consolidating a multi-professional collaboration [30].
In our opinion, future research should continue establishing
an empirical basis for the prevention of depression, especially in
subclinical adolescents who are at high risk of developing clin-
ical features of depression.When creating amodel of prevention,
we find that it is of utmost importance to take into consideration
the moderating power of perceived social support and resources
that are available to clinicians, families, and schools. What will
make this proposed model of prevention useful is: widespread
use, the opportunity to be assessed and the capacity to deliver
long term outcomes. We also need to take into account that the
selected and indicated prevention approaches appear to be more
effective than universal prevention approaches [23]. Selective
prevention programs target members of a subgroup who are at
a higher risk for disorder. Finally, indicated prevention programs
target all people who display subclinical signs or symptoms of a
given disorder. These approaches have been found to be helpful
in the treatment of depression and recently have been evaluated
to determine whether they may be useful in preventing depres-
sion in adolescence [see 31].
Based on contemporary research [30, 32] we believe that
the new paradigm—predictive, preventive, and personalized
medicine—offers new and greater possibilities for prediction
and prevention of depression in adolescence.
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